Knowledge of determinants of change in diet quality is needed, but it is relatively limited to date and mostly available from cross-sectional studies. We investigated longitudinal change in diet quality and its associations with period of birth (birth cohort) and socio-demographic and lifestyle characteristics. We used dietary intake data collected by FFQ in 1992FFQ in , 1996 and 2007 from a population-based random sample of adults comprising 1511 men and women aged 25-75 y at baseline and applied generalized estimating equations to examine determinants of long-term change in diet quality, calculated using a diet quality index reflecting dietary guidelines for Australian adults. Information on socio-demographic and lifestyle factors was derived from self-reported questionnaires. Multivariable models, stratified by sex, were adjusted for confounders. We showed that there was an overall increase in diet quality in both men and women, but scores related to intake of fruit (men only), cereals, and food variety decreased during a 15-y follow-up. Younger age, higher occupational level (men only), and low to medium level of physical activity and hormone replacement therapy use in women were independently associated with greater improvement in diet quality over time (P , 0.05). In conclusion, despite an overall improvement in diet quality over time, this study suggests that efforts to further improve diet quality in Australia should focus on increasing consumption of fruit, cereals, and a greater variety of foods. More evidence from studies that assess change in dietary quality in longitudinal studies is needed to corroborate these findings. J. Nutr.
Introduction
In many industrialized countries there has been substantial change in dietary intakes in recent decades (1, 2) . Increased food availability, enlarged portion sizes, food consumption away from home, and snacking (1, 2) are some of the factors that can affect development of chronic disease through changes in the quality of diet over time (3) . Personal characteristics such as education level, physical activity, smoking status, and BMI have been shown to be associated with change in diet quality in some US-based studies (4, 5) .
There are generally 2 approaches to measuring dietary quality. There are dietary scores or indices that are defined theoretically and dietary patterns that are derived empirically.
The latter comprise patterns statistically derived a posterior from food data and are based on correlations between intakes of different components in a diet (6) . Theoretically defined dietary indices provide summary scores of overall diet quality based on a priori criteria, in particular recommended, optimal dietary intake, and represent a measure of healthy eating patterns (7, 8) .
Dietary indices have advantages over data-driven dietary patterns. They are based on existing knowledge of optimal dietary intakes, provide summary measures of overall dietary quality, and are easy for the public to understand and interpret (9) . Indices that test diets for several characteristics simultaneously are able to provide a measure of overall diet quality, which is impossible when only single nutrients or food groups are assessed (8) .
Despite the growing interest in assessing diet quality, only few longitudinal studies have used diet quality indices to measure change over time (4, 5, 10) . Findings from these US-based studies indicate that the average quality of diets is still low despite some improvements over time. For example, in a 14-y analysis of change in diet quality using the Alternate Healthy Eating Index in the Nurses' Health Study, mean Alternate Healthy Eating Index score increased from 38.1 6 10.5 points in 1984 to 44.4 6 11.7 points in 1998 (maximum possible score = 87.5) (4). Sim-ilarly, cross-sectional studies from Australia show that compliance with dietary guidelines is generally poor in that country (11, 12) . International cross-sectional studies have provided evidence that changes in diet quality are associated with sex, socio-economic status, and educational level (11, (13) (14) (15) (16) (17) . However, to date, there are no published reports, to our knowledge, of change in diet quality using a diet quality index in Australian adult populations.
Given the lack of such information, we applied a newly developed Australian dietary index, the DGI 6 (11) , to investigate longitudinal change in diet quality and its association with socio-demographic and lifestyle characteristics in participants of a 15-y follow-up study. Further, we examined whether there was an association between period of birth (birth cohort) and diet quality in this population.
Materials and Methods
Study population. For this study, we used data collected as part of the Nambour Skin Cancer Study, which involved a random, communitybased sample of Australian men and women. The design, study population, baseline data collection, and follow-up methods have previously been described in detail (18, 19) . In brief, participants were 1621 residents of the Nambour, a semirural township in Queensland, who were originally randomly selected from the electoral roll (voting is compulsory in Australia) (20) and participated in the Nambour Skin Cancer Prevention Trial (1992-1996) and were followed up until 2007.
Data on dietary intake were collected in 1992, 1996, and 2007. Participants were included in the present analyses if they had dietary data available for at least 1 of the 3 time points. Of the total 1621 participants who enrolled in the Nambour Skin Cancer Prevention Trial in 1992, dietary data were available for 1360 (baseline in 1992), 1274 (in 1996; 94% of baseline), and 763 (in 2007; 56% of baseline) individuals. Of the 597 (44%) baseline participants who did not have diet data for 2007, 160 (12% of 1360 baseline participants) had died, 146 (11% of baseline) were invited but did not return a valid FFQ, and the remaining 291 (21% of baseline) had left the study. The study population included 294 (20%) participants with one dietary assessment, 548 (36%) with 2 dietary assessments, and the remaining 669 participants (44%) had measurements at all 3 time points. The analytical cohort for this study consisted of the sum of participants with 1, 2, or 3 dietary data collections. These 1511 individuals contributed a total of 3397 observations over 15-y follow-up. The study was approved by the Ethics Committee of the Queensland Institute of Medical Research and all participants provided informed written consent.
Dietary intake. Dietary intake was assessed using a self-administered, semiquantitative FFQ, which was originally developed for the U.S. Nurses' Health Study (21, 22) . The FFQ was adapted for the Australian setting and validated in the Nambour Study population (23) (24) (25) . Intake estimates of energy, meat, all dairy products, all vegetables and fruit, and alcohol showed reasonable to good correlation compared with weighed food records in our study population (Spearman correlation coefficient 0.45, 0.49, 0.74, 0.43, and 0.85, respectively; P , 0.05) (25) . Data for weighed food records had been collected over 2 nonconsecutive days every 2 mo over a period of 12 mo (25) . The FFQ used in 1992 and 1996 included 129 food items. Because newer food items have become available in more recent years, the FFQ was revised for the 2007 data collection, resulting in an expanded FFQ containing 151 food items. However, only 13 of the additional 21 items were used in the DGI score and the standard portion sizes were not been revised. In all FFQ, participants were asked to report their usual intake over the previous 6 mo for each item, with 9 frequency response options ranging from "never" to "4 or more times per day." Frequencies were converted to daily equivalents for statistical analyses. The amounts of foods were in household or common measures such as one slice, one tablespoon, or one cup, representing one standard serving for each food. For seasonal fruits and vegetables, participants were asked to indicate how often these foods were eaten in season, and a seasonality adjustment for these foods was applied in the calculation of food intakes. Nutrient intakes were calculated using Australian food composition data (26, 27) .
Participants who did not indicate consumption frequencies for $10% of the FFQ food items and those with reported energy intakes outside the recommended normal ranges (2100-14,700kJ/d for women and 3360-16,800 kJ/d for men) (22) were a priori excluded from the analyses.
Diet quality. We measured diet quality using the DGI developed by McNaughton et al. (11) . The DGI is relatively similar to the Healthy Eating Index (28) and the Revised Diet Quality Index (29) and it was developed to reflect dietary guidelines for Australian adults. However, the DGI includes only food-based indicators, whereas the 2 latter indices include both nutrient-and food-based indicators. The advantages of using food-based dietary indices over those based on nutrient and food intakes have been highlighted in the literature (8) . The DGI consists of 15 food-based items, including dietary indicators of vegetables and legumes, fruit, total cereals, meat and alternatives, total dairy, fluids, salt, saturated fat, alcoholic beverages, added sugars, and "extra foods" as previously described by McNaughton et al. (11) . Each component of the DGI is scored from 0 to 10, where 10 indicates that a participant meets the recommendation or has an optimal intake. For example, 2 servings/d of fruit (recommended amount) scores 10 points, 1 serving/d scores 5 points, and no fruit consumption scores 0 points. For other items, the score is based on a proportion. For example, the frequency of consumption of lean protein sources (meat or meat alternatives) is calculated as a proportion of the total frequency of protein sources, resulting in a continuous score up to 10 points for 100% lean protein food consumption. The DGI score is implicitly adjusting for energy intake by setting different criteria for age and sex subgroups. The total DGI score is the sum of 13 items, so that the diet score has a possible range of 0-130, with a higher score reflecting increased compliance with the dietary guidelines. The indicators used were based on the dietary guidelines, cutpoints, and food groupings guided by the Australian Guide to Healthy Eating, which provides age-and sex-specific recommendations for the consumption of 5 core food groups (vegetables, fruits, cereals, meat and alternatives, and dairy) and extra foods (30) . According to the Australian Guide to Healthy Eating, extra foods are defined as foods that are not essential to provide nutrient requirements and contain too much fat, sugar, and salt (30) . Food variety is assessed as the proportion of foods in each of 5 core food groups (fruits, vegetables, meat/protein, dairy, and cereals) that are consumed at least once per week, with 100% achieving the maximum score of 10 for that item. The DGI was reported to be associated with intake of several nutrients such as total fat, saturated fat, fiber, b-carotene, vitamin C, folate, calcium, and iron, and is therefore a valid indicator of diet quality (11) .
For the calculation of all DGI components, the original method by McNaughton et al. (11) was exactly replicated with 2 exceptions. Two components, salt use and fluid intake, were excluded from the present calculation of DGI scores, because data on these items were lacking in the Nambour FFQ.
Covariates. Weight and height were measured at the study clinic by trained staff using standardized BMI (kg/m 2 ) and categorized according to WHO criteria for overweight and obesity (31) . Using FFQ data from all observation years, the participants were divided into 4 equal groups according to their ranked energy intake (kJ/d) and separately for men and women. Alcohol consumption (g/d) was calculated from the FFQ data and categorized based on the national alcohol guidelines (32): none, moderate (#40 g/d men, #20 g/d women), and heavy (.40 g/d men, .20 g/d women). The participants were divided into 4 equal groups based on ranked baseline (1992) DGI score separately for men and women.
Details of socio-demographic and lifestyle characteristics were collected through self-completed questionnaires in 1992, 1996, and 2007.
Participants were considered to have a medical condition if they answered yes to the question: "Have you ever been told by a doctor/ nurse that you have: glaucoma, gallstones, high cholesterol, high TG, diabetes/high blood sugar, high blood pressure/hypertension, angina, heart attack, stroke, cancer?" Physical activity was categorized based on self-reported engagement in walking (if no, categorized as sedentary; if yes, categorized as low physical activity level) or moderate or vigorous exercise in the past 2 wk. Smoking status was ascertained based on the timing and number of pack-years smoked (a pack year is defined as 20 cigarettes smoked everyday for 1 y), calculated from the frequency and duration of cigarettes smoked, for each period preceding the each of the 3 examination years.
Education comprised 4 attainment categories (grade 12 or less, technical/college diploma, trade/apprenticeship, bachelor or higher, other) and occupation was categorized as professionals (e.g. manager or teacher), para-professionals (e.g. technicians), and nonprofessionals (e.g. trade persons or clerks) (33). The participants' reports on intentional weight loss attempts in the last 10 y were grouped into 4 categories (never, 1-4 times, $5 times, and always). For women, selfreported current use of HRT (yes/no) and parity (nulliparous, 1 child, 2, 3, 4, 5-7 children) were considered in the analyses.
Statistical analysis. A 2-sample t test was used to test for the association between time period of birth (birth cohort) and the mean DGI score in 1992 and 2007. The longitudinal associations between covariates and change in DGI score were assessed using linear regression applying GEE (34) . The DGI was used as continuous variable and change in DGI score per year in each category of covariates was calculated by including an interaction term between the variable and time (year of observation as a continuous variable).
The analyses were stratified by sex because the pattern of associations was expected to be different for men and women. Covariates were included as time-dependent (changing over time) or time-independent (constant over time) variables. For all time-dependent variables (medical condition, physical activity, alcohol consumption, smoking status, energy intake, and HRT use in women), data from 1992, 1996, and 2007 were used. Age, quartile of DGI score at baseline, BMI at baseline, education, occupation (all in 1992), parity in 2004, and weight loss attempts in the past 10 y (2007) were considered as time-independent variables.
The analyses were carried out in 2 steps (1): univariate analyses for each covariate and DGI change, and (2) multivariable adjusted analyses to identify the factors that were independently related to DGI change over time. In the multivariable model, adjustments were made for variables for which the univariate association with DGI change had a P value , 0.1. The adjustment included both the main effect and the interaction term with time for the variable. Age (centered on the mean) and its squared value and energy intake (centered on the mean) were used in the multivariable model when adjusting for these variables. A P value for the overall association between covariates and DGI change was derived from the likelihood ratio test for interaction of each covariate by time. A P value for subgroup comparisons within each covariate was derived from a Wald-Test based on parameter estimates and SE from the GEE model.
To examine the pattern of persons dropping out of the study, and to check whether the assumption of "missing at random" could be made, we compared the characteristics of the participants included in the analyses with those excluded using multiple logistic regressions applying the GEE approach. Values of P , 0.05 were considered significant. Values in the text are mean 6 SD or mean (95% CI). All analyses were carried out using SAS statistical package version 9.1 (SAS Institute).
Results
Change of diet quality over time. Diet quality slightly improved over the assessment period ( Table 1 ). In men, there was a gradual increase in scores related to lean meat and meat alternatives, lean protein sources, low-fat/reduced-fat dairy products, saturated fat intake, added sugars, and extra foods that reflected improvements in these dietary components. However, scores related to cereals and food variety decreased, reflecting a poorer diet quality related to these items. The pattern of change in women was very similar to men, although unlike in men, the fruit score did not decrease but stayed stable over time. Dietary intakes reflecting DGI components in each of the examination years are shown in Supplemental Table 1 .
Study participants who were excluded from the analysis due to missing data on diet (n = 7%) were more likely to be older (P = 0.0001) and to have a higher BMI at baseline (P = 0.01) than their counterparts included in the analysis (results not shown). To address the issue of possible bias due to missing data, we repeated these analyses in the subgroup of participants who had complete outcome data for all 3 time points using the same modeling. The results from these additional analyses were not materially different from those presented in Table 1 (data not shown).
Birth cohort effect. The mean DGI scores by age group (as indicator of birth cohort) in 1992 and the mean DGI scores of their age counterparts 15 y later, in 2007, are shown in Table 2 . There was no association between birth cohort and mean DGI score in this study population except for older age groups. Participants aged 55-64 y and $65 y had a greater diet quality, as measured by DGI score, in 2007 than those in the similar age groups 15 y previously.
Factors associated with change in DGI score. The DGI score improved by 0.27 units/y in this study population over the 15 y of follow-up and did not differ between men (0.29 units/y) and women (0.25 units/y). The associations between socio-demographic and lifestyle characteristics and change in DGI score per year are presented for men and women separately ( Tables 3 and  4) . Baseline DGI score was associated with change in diet quality over time in both men and women (data not shown); therefore, all multivariable modeling included baseline DGI score as a covariate.
In men (Table 3) , age was associated with change in DGI score in both univariate and multivariable models with the highest improvement in men aged 45-54 y at baseline. Occupation was also independently associated with change in DGI score in men. Compared to professionals, para-professional males had the greatest improvement in diet quality. Physical activity was not an independent factor associated with change in DGI score overall. However, compared to men who were categorized as sedentary, those with a low or high activity level had a greater increase in DGI score.
Weight loss attempt in the past 10 y was not independently associated with change in DGI score. However, men who tried to lose weight 1-4 times had a greater improvement in diet quality compared to men who never tried to lose weight. Change in DGI score in men was not associated with the presence of a medical condition, smoking status, alcohol consumption, and energy intake.
In women (Table 4) , similar to men, age was associated with change in DGI score, with the greatest improvement in women in the younger age groups. Physical activity, smoking status, and energy intake were not associated overall with change in DGI score in women, but there were subgroup differences. Compared to sedentary women, those with a low or moderate level of physical activity tended to have a greater increase in DGI score over time. Compared to nonsmokers, those who had previously smoked (ex-smokers) had a smaller improvement in diet quality. Compared to the first quartile of energy intake, women in other quartiles had a greater increase in DGI score with an increase in those in the 3rd quartile and a borderline significant increase in those in the 4th quartile (P = 0.08).
HRT use was positively associated with change in DGI score over time. Compared to nonusers, women who used HRT tended to have a greater improvement in diet quality. Parity was unrelated to DGI score change, but subgroup comparisons showed that the improvement in diet quality was higher in those with children compared to nulliparous women.
Compared to women with no intentional weight loss, those who tried to lose weight had a greater improvement in diet quality, with the highest improvement in those who were constantly trying to lose weight. In women, change in DGI score was not associated with education, occupation, presence of a medical condition, and alcohol consumption.
Discussion
This study is one of few international investigations (4, 5, 10) and, to our knowledge, the first study in Australia to present data on change in dietary quality and associated factors over an extended period of time in a relatively large community sample of men and women. These results provide some insight into socio-demographic and lifestyle factors that may play an important role in predicting change in dietary quality over time. In this Australian adult population, overall diet quality improved between 1992 and 2007, which agrees with findings from the National Nutrition Surveys of 1983 and 1995. These surveys, however, were based on mean intakes of food groups and nutrients (35) and not on a calculated index of dietary quality. Furthermore, our results agree with studies in other Western countries of temporal trends in total diet quality, indicating overall favorable changes (5,10,36). However, differences in the period of follow-up and dietary instruments to measure dietary quality in study samples limit direct comparisons.
In this study, trends in each of the various components of the DGI differed. Participants made changes in their diet toward greater consumption of lean meat and meat alternatives, lean protein sources, low-fat/reduced-fat dairy, lower consumption of added sugars and extra foods, and less frequent consumption of fruit (men only). However, despite the observed improvements over time, our results suggest that compliance with dietary guidelines, as measured by DGI, was generally poor across the follow-up period. The mean score for many of the components of the DGI was well below the maximum score of 10 at each of the time points, indicating that few dietary guidelines were well met by men or women in this study population. Although the scores related to added sugars and extra foods increased over time, indicating lower consumption of these foods and thus an improvement in diet quality, the scores for these items remained relatively low during the entire follow-up period. Other reports from Australia have shown a similar discrepancy (11, 12) . Despite improvements in scores relating to lean protein sources and low-fat/reduced-fat dairy, these 2 scores also remained relatively low. Furthermore, both the cereal score and the food variety score decreased over time.
There was very little evidence that the time of birth (birth cohort) was associated with change in diet quality. Study participants aged $55 y in 2007 had greater increases in diet quality than those in that age group 15 y previously (of borderline significance in the subgroup aged 55-64 y; P = 0.06), which agrees with the findings from a Swedish study (37) that showed an improvement in diet quality in later-born cohorts.
Change in diet quality was similar in both sexes but showed variations across age groups, socio-economic and lifestyle characteristics, and dieting practices. Our study indicates that younger age groups tended to have larger increases in diet quality than older age groups, which is in contrast to findings from a 20-y analysis of the Minnesota Heart Survey in the United States (5), which showed the greatest improvement in diet quality in persons aged 55-74 y compared to younger persons. Differences in diet and lifestyles between American and Australian elderly women may underlie these differences. In general, there tends to be a reduction in dietary intakes and food variety in elderly people resulting from dietary restrictions, dentition problems, and adverse social factors such as functional limitations, social isolation, and depression (38) . Occupation, as an indicator of socio-economic position, was associated with change in diet quality in men but not in women. The data for men did not show a clear trend, because men with a para-professional occupation had a greater improvement in diet quality than men in a professional-level job. Our findings are not in agreement with those from a longitudinal study in the United Kingdom that showed a higher improvement in diet quality in persons with a higher occupational level (39). However, a dichotomized level of occupation was used in the UK study; thus, change in diet quality in those belonging to the middle class of occupation cannot be compared with those in higher levels of occupation. It is not clear why diet quality in our study population increased most in men in a para-professional occupation, but the para-professional category represented a relatively small proportion (7%) of the male participants in our study.
Our finding of greater improvement in diet quality in men and women with a higher level of physical activity corresponds with results from previous longitudinal studies showing higher physical activity levels to be associated with improvement in diet quality (4, 5) . However, our data did not show clear doseresponse relationships, which may be due to the self-reported nature of our physical activity data and the fact that it did not include information on the duration of activities.
In women, improvement in diet quality was greater in those who used HRT compared to women who did not. Women who used HRT were probably more health conscious in general, in particular in the period before 2002 when HRT use was still generally recommended for menopausal women (40) . Studies in Australia (41) and other Western countries (42) (43) (44) have generally shown that HRT use is associated with a healthier lifestyle, but not in all (45) .
Subgroup analyses showed that among women, never smokers had greater improvement in dietary quality than smokers, a finding that supports a previous study (5) and, similar to HRT use, could be due to greater health awareness in these women. Likewise, the greater improvement in diet quality in those who frequently tried to lose weight compared to those who never tried to lose weight may also be due to the fact that the former were probably more diet conscious overall and thus were more likely to choose a healthier diet over time.
In the subgroup analysis, the DGI score differed by parity. The greater increase in diet quality in women who had children compared to nulliparous women is an interesting finding that might indicate that carrying responsibility for children's diets may result in a better dietary quality for the parents, but this needs further study.
Our findings thus show that greater improvements in diet quality over time tend to be associated with other healthy behaviors in this Australian population, such as higher physical activity (men and women), lack of smoking (women), and larger number of weight loss attempts (women). Healthy behaviors often cluster together (17, 46) and our results suggest that diet quality is part of this. In terms of public health measures, this identifies in particular older generations and those with a cluster of unhealthy behaviors as the highest priority group for improvements in diet quality. Repeat analyses in similar longitudinal data are required to confirm our findings and to further validate the DGI scoring system. In particular, the unexpected finding of greater improvements of diet quality in those with higher energy intakes needs to be investigated for any possible artifactual biases due to the scoring system. This study has several strengths. This is the first study to our knowledge measuring change in diet quality among a relatively large community sample of Australians in a long period of followup. The unique contribution of this study to the literature is also related to measures of usual dietary intake (FFQ), use of a diet quality index based on recommendations for healthy eating in Australians (DGI score), and use of the statistical analyses of repeated measures within individuals, thus allowing for concurrent change in explanatory variables and the outcome. This study was embedded in a longitudinal study of skin cancer; therefore, dietary intake assessment was not a primary reason for participation in the study, which may have reduced some participation bias. We were able to ascertain the factors associated with exclusion from the analyses (age and BMI) and allow for these factors in the multivariable modeling, so that any bias due to missing data are likely minimal. In addition, a repeat of the analyses in those with complete data showed the same results. Possible limitations of our study warrant consideration. In longitudinal analyses, loss to follow-up is a matter of concern. However, a main advantage of the GEE modeling technique is that all available data over the follow-up period could be used. As a further measure to prevent participation bias, we adjusted the multivariable models for factors that were different between participants included in and excluded from the study (47) . Our findings indicate that the small group of Nambour Study participants who were excluded from the analyses (due to missing data) were more likely to be older and to have a higher BMI at baseline and would thus be expected to have had lower improvement in DGI score. Therefore, if a bias might have occurred due to these missing participants, this would have caused a small overestimation of the mean DGI change in this population. Another limiting factor may be reliance on selfreported lifestyle characteristics, such as physical activity, which is prone to recall bias (48) . A certain level of measurement error is inherent in food intake assessments that use a FFQ, in particular due to the fact that only a finite number of foods can be queried. Also, the provided standard food portion sizes are not always intuitive for certain foods such as rice or meat (49) , whereas the dietary recommendations on which the DGI is based assume recommended portion sizes. Such measurement error would affect the accuracy of the DGI score. Whether this would differentially affect certain subgroups of participants is not known. One limitation of our data is that we were not able to include the salt use and fluid intake components of the original DGI as developed by McNaughton et al. (11) . This may have reduced the accuracy and sensitivity of our DGI score to these aspects of diet quality and the ability to detect possible personal characteristics associated with them.
Thirteen new food items were added to the 2007 FFQ for calculation of the 2007 DGI score. Any bias caused by these additional foods is expected to be minimal because the majority of DGI components are proportion-based scores. For example, the fruit score is calculated as the ratio of fruits consumed at least once/wk relative to the total number of fruits listed in the FFQ. Thus, for example, any effect of the addition of blueberries to the 2007 FFQ would have been corrected for automatically because the total number of fruits (denominator of this ratio) also would have increased. There are 4 DGI components for which additional foods were used for their calculation in 2007 that were not based on calculations of ratios, namely, cereal, lean meat, dairy products, added sugars, and extra foods. For example, a new food in 2007 that was used for the cereals component of the DGI was soy and linseed bread, and the cereals score is based on the intake frequency of cereal products per day. It is thus conceivable that the DGI score for the cereals component is somewhat higher for a person who regularly eats soy bread due to inclusion of this item in the 2007 FFQ. However, the extra items in 2007 were added to the FFQ because they were foods that had newly become available in Australia and were thus not commonly eaten in 1992 or 1996 (e. g. soy bread, meat alternatives, couscous, muesli bars). Any effect on the DGI score is therefore expected to be minimal.
In conclusion, there was an overall improvement in diet quality between 1992 and 2007 in this Australian adult population. The data suggest that efforts to improve diet quality should focus on reducing intakes of added sugars and extra foods while encouraging increased consumption of cereals and greater variety of foods. A younger age in both sexes, higher occupational level in men, and a low to medium level of physical activity and HRT use in women were independently associated with greater improvement in diet quality over time. More evidence from studies that assess change in dietary quality in longitudinal studies is needed to corroborate these findings.
